reflux. The anastomosis is protected with an indwelling 6 Ch. Gibbon catheter as a splintfor thefirst ten days; B, theflap and bladder are closed in two layers ofcontinuous 3/0 catgut stomy had failed. One patient died of a pulmonary embolism after a week, but in the others the outcome was successful.
Because of this experience we have been reluctant to perform uretero-ureteric anastomosis, fearing that this might risk damaging the good ureter, even though Smith & Smith (1975) found that this was not a significant risk in the cases they reviewed.
By convention the reconstruction and repair of the injured ureter is usually put off for several weeks on the grounds that tissue cedema and inflammation make reconstruction more hazardous and difficult. This has not been our experience. On the contrary, we have found that, within reason, the sooner the reconstruction is attempted the easier it is to find the tissue planes and restore continuity. The longer things are left the harder the dissection and the more dense the fibrosis. The Pelvic Ureter Injury to the pelvic ureter during the course of gynmcological surgery is associated with, a high morbidity and an appreciable mortality. Textbooks of operative surgery do not give much practical guidance on preventing ureteric damage except in cases of malignancy or where the normal pelvic anatomy is disturbed by a broad-ligament tumour or endometriosis. The ureter is mainly at risk in such cases but damage can also occur in uncomplicated operations if attention is not paid to detail.
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Incidence of Ureteric Damage
The incidence of injury to the pelvic ureter during gynmcological surgery in some recent series is shown in Table 1 . The reported incidence varies between 0.1 % and 1.50% and includes cutting, crushing, ligating, partial inclusion in hEmostatic stitch, avascular necrosis and occlusion by hmematoma. The common sites of ureteric damage are the pelvic brim near the infundibulo-pelvic ligament and the lower end of the ureter, either at the point of crossing by the uterine artery or at the point of entry into the bladder. The pelvic ureter is damaged three times more often at its lower part than at the pelvic brim (Feeney 1969) .
Operations Causing Ureteric Injury
Almost every known gynmcological procedure has been reported at one time or another to have caused ureteric damage. In Fig 2 shows the uterine artery clamp placed parallel to the course of the ureter atr sli above it. By opening the vagina before applying the final clamp across the transverse cervical ligament and the blood vessels to the angle of the vagina and cervix, the risk of damaging the lowest part of the ureter is avoided. Fig 3 illustrates this point; the position of the ureter is indicated by the tip of the artery forceps parallel to the uterine artery clamp.
Problems arise when a clamp or ligature slips and bleeding obscures the normal anatomy. The temptation to grab the bleeding vessels without identifying surrounding structures must be avoided, and the bleeding controlled by firm pressure until a clear view of the problem can be obtained. When the normal anatomy is distorted by a large ovarian cyst or a broad-ligament fibroid, dissection should be carried out as close as possible to the pathology. Intracapsular removal of a broad-ligament fibroid is sometimes helpful but in practice the subsequent removal of the capsule is not without its difficulties.
In vaginal hysterectomy and repair operations, the main safety factor is the upward displacement of the bladder off the cervix, not only in the midline but laterally. The ureter is usually only palpated with difficulty during vaginal procedures except in severe prolapse, when it may loop down into the operative field and be in danger if the bladder displacement is not sufficient. Transfixation ligation may transfix the ureter as well as the intended structure and the use of simple ligation with or without an aneurysm needle is recommended.
Recognition of Ureteric Damage
At the time of operation, this depends mainly on the surgeon accepting the possibility that damage may have occurred. If this suspicion is raised a formal exposure ofthe ureter should be carried out. The cut end of the ureter may not be easy to recognize but if an intravenous injection of methylene blue or indigo carmine is given the appearance of the dye in the wound will identify it. When one ureter has been damaged the possibility that the other has suffered a like fate must be borne in mind. Where ureteric damage is not recognized at the time of operation, early diagnosis postoperatively will again depend on the possibility being accepted and an immediate intravenous pyelogram performed. Urological assistance should be sought in every case of difficulty, both at the time of the operation and postoperatively.
Ureteric damage may occur even with the most careful technique, with all reasonable precautions taken. Those gynxcologists who have the misfortune to be involved in such a mishap may take some comfort from the fact that at the Samaritan Hospital in London one hundred and fifteen years ago, the father of modern gynecology, James Marion Sims, in repairing a vesicovaginal fistula, tied both ureters in the process.
